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reports, however, were based on case series and qualitative patient assessments. In a more recent study, Rasmussen (1993) claimed that Catholics and Jews with a strict religious upbringing were more likely than patients with a more secular upbringing to develop religious, aggressive, and sexual obsessions. Mahgoub and AbdelHafeiz (1991) reported a higher rate of religious content in the symptoms of Muslims with OCD. Others (Fallon et al., 1990) found that religious scrupulousness responds well to anti-OCD treatment with serotonin reuptake inhibitors (e.g., fluoxetine and clomipramine). Steketee et al. (1991) conducted a comprehensive study of the relationship between the type and level of obsessive-compulsive symptoms, types of Christian religious practice, degree of religiosity, and guilt. A significant positive correlation was found between severity of OCD and degree of religiosity. However, comparison of patients with OCD with patients with panic disorder (PD) failed to yield a difference in the number of practicing religious persons. Raphael et al. (1996) reported that patients with OCD were more frequently affiliated with a religion than were psychiatric patients without OCD, but this difference disappeared when the type of religion was controlled, making a definite conclusion impossible.
To the best of our knowledge, this is the first systematic study of the specific relationship between Jewish religiosity and OCD.
We attempted to answer three questions: Are more patients with OCD religious than patients with other anxiety disorders and mentally healthy individuals? Is there a connection between intensity of OCD pathology and degree of religiosity? Do religious patients with OCD have more religious obsessions than nonreligious patients with OCD?
Methods

Subjects.
Three groups of 22 patients each (11 men and 11 women) were compared. Group 1 consisted of patients recruited from consecutive referrals to the Anxiety Disorders Unit of Geha Psychiatric Hospital (mean age, 36.3 ± 9.9 years), who met the DSM-III-R (Am Psychiatric Association, 1987) criteria for OCD (First et al., 1995) .
Group 2 consisted of outpatients (mean age, 38.5 ± 9.5 years) attending the same unit who met the DSM-III-R criteria for PD with or without agoraphobia. The patients with PD were matched for sex, age, and referring therapist. Group 3, the control group, consisted of age-and sex-matched outpatients (mean age, 39.5 ± 10.3 years) undergoing minor surgery at two close general municipal hospitals who were free of DSM-III-R axis I disorders. These hospitals serve the same catchment area of mixed religious and secular neighborhoods as Geha Psychiatric Hospital. All subjects voluntarily participated in the study after having signed an informed consent form.
Measures. The intercorrelation among the five religiosity scales was high (Spearman-Brown r = .72-.94, p < .05). These results support the validity of the scales and strongly suggest that the use of a single global religiosity score is sufficient when the assessment is made by a professional of the Jewish religion who is familiar with its external common characteristics, which is one of the measures used in the current study.
Procedure.
To avoid possible sampling biases, each contributing therapist (total of six) referred four or five consecutive patients with OCD and PD who were then assessed by the remaining therapists for eligibility for the study. On the assumption that religious patients would be preferentially referred by their rabbis to religious therapists, we included three religious and three nonreligious referring therapists. The recruitment of subjects was conducted from October 1990 to May 1991, a period of 7 months.
To test interrater reliabilities, five subjects were rated for religiosity and Y-BOCS scores independently by the two assessors masked to each other's findings. The interrater reliabilities were found to be high (Spearman-Brown r = .94-1.0, p = .05).
Statistical Analyses.
Scores on the global Jewish religiosity scale ranged from 1 to 4, so the nonparametric Kruskal-Wallis test, Scheffe test and Mann-Whitney tests were used, with Spearman-Brown coefficients of correlation.
Results
There was no intergroup difference in the distribution of country of origin of the patients or their parents.
The mean Relscale scores for the three groups were as follows: 25.7 ± 22.1 for the OCD group, 14.0 ± 8.8 for the PD group, and 27.1 ± 18.0 for the control group.
The corresponding scores on the Ben Meir-Kedem scale were 9.0 ± 6.2, 6.1 ± 3.3, and 10.6 ± 4.8, respectively, on a one-way rank analysis of variance. A significant difference was noted among the Relscale scores of three groups (Kruskal-Wallis H-test): 758.5 for the OCD group, 569.5 for the PD group, and 883.0 for the control group (Hc = 6.157, df = 2, p = .045). The Conover procedure, which tested the differences between each pair of groups, yielded a significantly lower degree of religiosity in the patients with PD than in the control group (R = 14.25, Rcrit = 9.34). The OCD group also scored lower than the control group, but this difference failed to reach statistical significance (R = 5.66). There was no significant difference in religiosity between the OCD and PD groups. All comparisons were tested for the other four assessments of religiosity, and all were confirmed (Scheffe test).
To investigate the relationship between obsessive-compulsive psychopathology and religiosity in the patients with OCD, each of the five religiosity scores was correlated with a Y-BOCS score, which was divided into four categories: obsessions (items 1-5), compulsions (items 6-10), total (items 1-10), and global for OCD (items 1-15). None of the 20 correlations (Spearman-Brown r = .02-0.27) was significant.
To test the relationship between the content of obsessions and the degree of religiosity of the patients with OCD, we categorized the main obsession of each patient as religious or nonreligious. We then used the Mann-Whitney U-test to compare the degree of religiosity between patients with religious and nonreligious obsessions. No significant difference was noted (U1 = 68.5, U2 = 48.5, u = .635, p = .53).
Discussion
The main finding of the current study was the lack of a preponderance of religious individuals among the patients with OCD compared with the patients with another anxiety disorder and with mentally healthy controls. This is in line with a previous negative report on Christian patients with OCD (Steketee et al., 1991) but contradicts recent findings on the connection between OCD and religiosity in a Christian sample (Sica et al., 2002) . At the same time, the limited sample size and risk of type II error should be taken into consideration, together with the possibility of sampling bias owing to the lower likelihood of orthodox Jews being referred to a psychiatric setting compared with nonreligious Jews, because of the strong taboo on mental illness in this community. However, because this bias would be true for the OCD and the PD groups and we took steps to minimize this bias, the likelihood is not high.
The lack of correlation between the intensity of the obsessive-compulsive symptoms and the degree of patient religiosity may mean that intense religiosity does not lead to relief from OCD. It may also mean that religious patients with OCD differentiate between rituals dictated by religious laws and psychopathological obsessive-compulsive rituals, even when they resemble each other. The puzzling lack of correlation between degree of religiosity and content of the central obsession points to a difficulty among orthodox Jews to distinguish between obsessive-compulsive and religious rituals.
Because we found only negative results contradicting all our hypotheses, their interpretation is entirely speculative. The findings of the current study could corroborate the notion that a higher degree of religiosity is associated with better mental health (Braam et al., 2001; Rasmussen, 1993) . It may also suggest that the cause and pathophysiology of OCD are determined less by cultural variables from early age and more by biological ones (e.g., genetic factors).
